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Abstract 
It is a time of change: in patient demographics and treatment needs; in the 
composition of dental teams; and in NHS dental contracts and arrangements for 
Direct Access. Although studies across the health service reveal benefits from better 
use of skill-mix, there are significant barriers to the optimisation of skill-mix in dental 
practice. To help practices to optimise skill-mix, we developed and tested a whole-
team self-evaluation tool. The Skills Optimiser Self-Evaluation Tool (SOSET) is a 
process that has a team meeting with a Quality Improvement (QI) tutor at its core. 
During the session, the team discusses the descriptions of four criteria or levels 
within each of the seven dimensions. The team celebrates areas where the practice is 
doing really well and agrees priorities for improvement.  A ‘Sources of Help and 
Advice’ document is provided, and the QI Tutor may also offer further resources. The 
development of the SOSET was based on an analysis of existing evidence and its 
usefulness for setting objectives for optimising dental team skill-mix has been 
demonstrated in the pilot testing.   
 
Background context 
A time of change: patient needs, dental teams and contracts 
Internationally the rates of caries and periodontal disease are declining,1 and the 
number of patients who do not require active treatment following a recall 
examination is increasing.2 However, more of the ageing population in the UK are 
retaining their teeth and many present with complex treatment needs and multi-
morbidities.3,4 Amongst the young, although the incidence of cavities in children is 
reducing, tooth decay remains a problem across the UK and improvements are 
unequal and linked to deprivation.5,6 Demand for dental services is unrelenting and 
access to NHS services is variable.  
Given the proportion of dental patient needs that are not complex, there has long 
been scope to make more use of dental care professionals (DCPs). It is 25 years now 
since the Nuffield Report7 recommended greater use of DCPs and nine years since 
the original GDC Scope of Practice guidance.8,9 With extended duties,9 routine 
examinations and restorations can be delegated to singly-qualified dental therapists 
or dual-qualified dental therapists/dental hygienists (DTs).10 About a third of 
appointments are for patient care that could be met by hygiene-therapists.11  
‘Direct Access’ arrangements were introduced to improve patient access to services 
by allowing DTs to undertake their full scope of practice without first needing a 
dentist’s prescription.12 However, DTs cannot hold health service contracts, 
specifically performer numbers, and are thus unable to open a course of NHS 
treatment. Currently only patients treated privately can benefit fully from Direct 
Access. Guidance from the GDC advises that practically, Direct Access needs to 
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operate in team-settings with a dentist on hand to report on radiographs prescribe 
medicines and local anaesthetics and ensure appropriate patient care.12 The current 
NHS contract for primary dental care doesn’t support innovative skill mix or needs-led 
care delivery. However, proposed new models of funding which emphasize 
prevention and self-care provide increased opportunities for DTs.13,14 The new NHS 
Dental Contract is being tested and will likely be further rolled out as the pilot sites 
mature . 
Skill-mix 
What is meant by “skill-mix” is open to interpretation and Bourgeault et al (2008)15 
remark that “skill-mix is a somewhat amorphous term that has come to mean 
different things to different stakeholders”. To some, skill-mix refers to the mix of 
occupations or grades or posts in an organization. To others, it concerns the types of 
staff within a multidisciplinary team. Elsewhere, skill-mix is referred to more generally 
as people with the right skills doing the right jobs. This links to the prudent health 
maxim, ‘only-do-what-only-you-can-do’, which means healthcare professionals 
should be working at the maximum of their clinical competency12.  
In a categorisation of skill-mix initiatives, Sibbald and colleagues16 refer to actions to 
change roles: enhancement (extending the role of a particular group of workers); 
substitution (exchanging one type of worker for another); delegation (the movement 
of a task from one type of worker to another); and innovation (new types of worker). 
The work of the dental therapist in the dental team is perhaps most clearly a case of 
role extension (enhancement). We might also suggest that delegation occurs (e.g. 
when simple restorations are moved from the dentist to the dental therapist) which 
could, in the longer-term, lead to substitution (as dental therapists replace dentists). 
However, this is far into the future as skill-mix developments in dentistry have been 
slow to progress.17,18 
Benefits and barriers 
Studies across the health service reveal benefits from better use of skill-mix. These 
include: freeing up more qualified staff for the complex treatments;19 improved 
access to services;20 helping underserved populations (e.g. younger and older 
patients);21 reducing health inequalities22 and delivering system efficiency savings. 
Better skill mix can enhance job satisfaction, reduce wait times, improve patient 
satisfaction with their care23 and increase practice productivity.  
Despite these recognised benefits, we have yet to establish how to optimise the skills 
of the dental team to achieve best service delivery. Known barriers to employing DTs 
in the GDS include: dentists’ knowledge of what DTs can do, concern about patient 
acceptance, surgery accommodation, availability of supervision by a dentist.16,24,25 
Mechanisms that help to address these barriers include: an established referral 
system, team training, a payment system that supports DTs’ employment, good team 
communication and a workplace culture that values teamwork. It is clear that 
optimum skill-mix is not just about having the right people but about them working 
together effectively as a team. The key message from the literature is that there are 
significant barriers to the optimisation of skill-mix in dental practice. Practices have to 
find innovative ways of working to surmount these challenges. Through training and 
support, dental teams can enhance their teamworking and develop practical 
processes to facilitate each team member’s contribution to patient care. To help 
practices to optimise skill-mix, we developed and tested a whole-team self-evaluation 
tool. 
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A tool to support teamwork 
The Skills Optimiser Self-Evaluation Tool (SOSET) is a straightforward dental practice 
team development tool. Facilitated by a Quality Improvement (QI) Tutor, it allows the 
whole team to focus on how they are addressing a skill-mix/teamwork approach to 
their delivery of oral healthcare. Using the SOSET enables all in the practice to 
critically review how they work together to provide high quality patient-centred 
healthcare. Dental practice performance is enhanced when people work as a team 
and feel able to discuss issues constructively. 
SOSET was developed and tested as part of a recently completed project funded by 
the Health and Care Research Wales (HCRW) and shown to be a timely and 
acceptable practice development toolkit. It was adapted from an established self-
evaluation process - Maturity Matrix Dentistry (MMD), a self-evaluation practice 
development tool originally designed for GP Primary Care and Pharmacy teams,26 and 
which is an approach welcomed by dental care professionals (DCPs) in particular. 
SOSET is a process that has a team meeting with a QI tutor at its core, possibly within 
a ‘lunch-and-learn’ session.  During the session, the team discusses the descriptions 
of four criteria or levels within each of the seven dimensions. They celebrate areas 
where the practice is doing really well and agree priorities for improvement (including 
who will lead, and the timeframe). To help practices, a ‘Sources of Help and Advice’ 
document is provided, and the QI Tutor may also offer further resources.  
The seven dimensions of the SOSET matrix are set out in Box 1. Within each 
dimension is description of four levels or criteria. For example, the second dimension 
– delegation within the team – ranges from “Dentists do not currently delegate tasks. 
DCPs do not have opportunities to use their full scope of practice” to “We have clear 
referral processes and pathways in place. Treatment plans and the actions carried out 
are noted in sufficient detail in the patient record system”. The dimensions and 
criteria within the SOSET matrix were initially identified from our literature review 
and then refined following repeated consultations with external dentistry 
professionals (including from government, practitioners, educators). The draft was 
piloted with 11 practices, supported by QI Tutors from the Dental Section of the 
Wales Deanery. Based on data from individual post-session feedback forms (n=93) 
and Tutor reflections, the SOSET matrix was further refined. This included reducing 
the number of dimensions from nine to seven, and the criteria within each from five 
to four. 
Box 1: The Seven SOSET Dimensions 
 
1. Belief in teamwork 
2. Delegation within the team 
3. Team communication 
4. Training 
5. Patients’ views on teamwork 
6. Staffing and team management 
7. Premises and equipment 
 
 
Although the process does not require evidence of where the team thinks the 
practice is on the matrix, they are advised that the team needs to agree and there is 
nothing to be gained from over-inflated claims. In agreeing priorities, teams are 
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warned that it is seldom practical to work on more than three at any one time. They 
are encouraged to set realistic objectives and timescales, and a template is provided 
to enable this. The practice team may wish to repeat the SOSET process after an 
agreed time interval, to assess progress in their priority areas, and select the next 
areas to work on.  The SOSET process is summarised in Box 2. 
Box 2: The SOSET Process 
 
During a facilitated practice meeting with a Quality Improvement (QI) Tutor, 
the dental team discuss the SOSET matrix 
They decide the priority dimensions (and criteria) for improvement in the 
practice, which team members will take the lead on each, and an approximate 
timescale 
To encourage self-directed learning, a ‘sources of help and advice’ document is 
available 
 
 
In summary, the SOSET process: 
• is a straightforward way for the whole practice team to discuss skill-mix 
• acknowledges that a practice may be at different levels of progress in each 
domain 
• enables good practice to be recognised alongside areas for improvement 
• allows different members of staff–or individuals– to discuss educational 
needs related to teamwork 
Conclusions – making skill-mix work 
Changing patient needs coupled with contract reform create a powerful driver for 
modifying the skill-mix in the dental team. However, there are significant barriers to 
optimising skill-mix in dental practice. To help support dental teams, we developed 
SOSET. Its development was based on an analysis of existing evidence and its 
usefulness has been demonstrated in the pilot testing.  In these changing times, the 
SOSET process can help dental practices to set objectives for optimising the skill-mix 
in their team. 
The SOSET matrix and guidance is available from the authors on request. 
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